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List of abbreviations used
A&E – Accident and Emergency
AF – Atrial Fibrillation
CCG – Clinical Commissioning Group
CHD – Coronary Heart Disease
CHF – Congestive Heart Failure
CKD – Chronic Kidney Disease
COPD – Chronic Obstructive Pulmonary Disease
CVA – Cerebrovascular Accident (commonly called a stroke)
CVD – Cardiovascular Disease
DALY – Disability Adjusted Life Year
DMS – Defence Medical Services
DSR – Directly Standardised Rate
DTaP – Diphtheria, Tetanus and Pertussis
GP – General Practitioner
GRT – Gypsy, Roma, and Traveller
Hib - Haemophilus influenzae Type B
HSCIC – Health and Social Care Information Centre
IHD – Ischaemic Heart Disease
IMD – Index of Multiple Deprivation
IPV – Inactivated Polio Vaccine
JSNA – Joint Strategic Needs Assessment
LA – Local Authority
LRTI – Lower Respiratory Tract Infection (commonly called pneumonia)
LSOA – Lower Super Output Area
MMR – Measles, Mumps and Rubella
NHS – National Health Service
NHSCB – NHS Commissioning Board (now renamed NHS England)
ONS – Office for National Statistics
PCV – Pneumococcal Conjugate Vaccine
PHE – Public Health England
PPV – Pneumococcal Polysaccharide Vaccine
POPPI – Projecting Older People Population Information System
QoF – Quality and Outcomes Framework
SHA – Strategic Health Authority
STI – Sexually Transmitted Infection
TB – Tuberculosis
TIA – Transient Ischaemic Attack
UTI – Urinary Tract Infection
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YJS – Youth Justice Service

2

East Surrey CCG Health Profile

July 2014

Contents

Executive Summary

.............................................................

4

Background

.............................................................

11

Demography

.............................................................

12

Deprivation

.............................................................

20

Specific conditions and behavioural risk factors

................

30

Programme budgeting spend and outcomes

................

62

Further information ............................................................

68

3

July 2014

East Surrey CCG Health Profile

Executive Summary
These ‘Health Profiles’ have been compiled by the Surrey Public Health team for each of the
Clinical Commissioning Groups (CCGs) in order to assist them with developing their
commissioning intentions. They provide an overview of the local population with regard to:
1. Demography:
a. What is the age profile of the population today and how is that projected to
change?
b. What is the ethnic and religious make-up of the population?
2. Deprivation:
a. Why should deprivation matter to healthcare commissioners?
b. How deprived is the area compared to the rest of the country?
c. Where are the pockets of deprivation?
d. Who are the vulnerable groups requiring a targeted approach?
3. Specific conditions and behavioural risk factors:
a. What are the largest causes of mortality and morbidity and risk factors that
most contribute to the burden of disease in the UK?
b. What are the most prevalent conditions and risk factors in the local area?
c. What are the biggest causes of preventable mortality in the local area?
d. What are the biggest causes of preventable hospital admissions in the local
area?
4. Programme budgeting spend and outcomes:
a. How much is the CCG spending in each programme budgeting area relative to
outcomes?
b. How much is the CCG spending in each programme budgeting area relative to
the Prospering Southern England cluster?
c. How is the CCG performing on programme budgeting area indicators relative
to the cluster and the country averages?
In each section, the data is presented graphically, followed by an interpretation, with a
conclusion at the end of the section analysing the findings and outlining the implications for
commissioning. For ease of viewing, these conclusions are presented here as a ‘quick
summary’, and readers can refer to the relevant sections for the original supporting data.
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With regard to demography:
The East Surrey CCG population profile is weighted towards the older adult population
when compared nationally, which means:
 A higher proportion of the East Surrey CCG population will be in the age group where
they are developing chronic diseases including obesity and diabetes, hypertension and
cardiovascular disease, and chronic obstructive pulmonary disease (COPD).
 Prevention and mitigation of early disease through behaviour modification (smoking,
diet, exercise, and alcohol) should form the foundation of managing the health of these
individuals.
 This should take place alongside early detection of disease and evidence-based
management (e.g. good control of hypertension, cholesterol, blood sugar, and screening
for microvascular and macrovascular complications of diabetes).
 Service planning should also provide adequate capacity for dealing with the
complications of poorly managed or late stage disease in secondary care, including
consultant and nurse led outpatient clinics, acute care for myocardial infarction and
acute coronary syndrome, stroke and transient ischaemic attack (TIA), and rehabilitative
services for long term health conditions of stroke.
The East Surrey CCG over 65 and over 85 population is projected to grow faster than the
national rate, which means:
 An increasing proportion of the population will be suffering from conditions requiring
additional care needs, including:
o Dementia and depression
o Visual and hearing impairment
o Long term health conditions as a result of stroke
o Frailty and being prone to falls and consequent fractures (particularly hip
fractures)
o Inability to manage domestic tasks, self care, or mobility on their own
 Additionally, this patient group is more likely to have multiple chronic diseases requiring
polypharmacy, and in the later stages of the disease when complications have
manifested.
 Accordingly, commissioners should take into account the need to work together with
social care services and community health providers to ensure that this population has
the support they need to live a healthy life in their homes, and to prevent avoidable
hospital admissions through the use of appropriate housing, carers, GP home visits,
health visitors, pharmacy support, patient education and telehealth/telecare where
appropriate.

5

July 2014



East Surrey CCG Health Profile

Commissioners should also ensure that there is adequate capacity in secondary care to
manage acute problems in this age group, whilst providing a rapid turnaround back into
the community to prevent prolonged hospital stays.

East Surrey CCG has a large White/British and Christian population, but significant
numbers of minority ethnic and religious groups. This means that particular attention
should be paid to:
 The higher risk of disease in particular ethnic groups, and different attitudes to disease
and health seeking behaviour.
 The important differences in beginning and end of life care in different ethnic and
religious groups, including around miscarriages and stillborn children. This will involve
co-ordination with local religious leaders and cemeteries and crematoriums for each
faith.
 Different language needs with regard to interpreters and written/multimedia patient
information in different languages. Examples include the Indian population (Hindi,
Bengali, Punjabi, Gujarati, Urdu), African (Arabic, French, Swahili) and Nepalese
(Nepalese).
 Different service delivery needs, with regard to the provision of appropriate meals
(vegetarian, halal, kosher), facilities for prayer, gender segregated rooms, and training of
healthcare staff in other cultural and religious rules and customs.
With regard to deprivation:
Whilst overall the area covered by East Surrey CCG is one of the least deprived in the
country, there are pockets of deprivation in Merstham and Horley West. This means:
 Particular attention needs to be paid to identifying local areas where deprivation is high,
and ensuring that those residents are aware of and able to access healthcare. Examples
of how this could be achieved include providing free patient transport, increased district
nurse and health visitor provision, and community engagement through structured and
evaluated programmes based on need. Particular attention should be paid to Merstham
(which is a Surrey priority place), and Horley West and those areas where life expectancy
is significantly lower than Surrey or where life expectancy has fallen over the last 10
years1, and the prevalence of risk factors e.g. smoking remain higher than the local and
national average.
There are also particular groups that require a targeted approach, because they are
vulnerable, marginalised, or have specific health needs:
 Attention needs to be paid to specific groups that are hard to reach, or difficult to
engage with, or have special needs that have been identified and would not be met
1

Point estimate of life expectancy has fallen, though 95% confidence intervals overlap so interpret this
cautiously
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without a targeted approach. These groups include older people, carers, the Gypsy,
Roma, and Traveller (GRT) population, the armed forces veteran community and
offenders serving community sentences, those on probation and ex-offenders.


Commissioners should look to specific needs assessments that have been produced for
these groups, alongside the data available on the Surrey JSNA for guidance as to how to
tackle inequalities.

With regard to specific conditions and behavioural risk factors:
The headline conclusion of the data on risk factors and specific conditions is that
commissioners should have regard to improving morbidity, mortality, and unplanned
admissions through:
 Early identification and management of risk factors such as smoking, alcohol, diet,
obesity, and exercise through supported behaviour change programmes and
appropriate follow-up. In this area both well-established and locally innovative
approaches should be combined to tackle the low levels of exercise and healthy eating,
and the stubbornly fixed levels of tobacco and harmful alcohol use. Attention should be
given to ‘making every contact count’, which includes opportunistic work in primary
care, structured programmes in secondary care, e.g. in A&E and the use of in-hospital
behaviour change programmes, and further innovative approaches.2
 Prompt diagnosis and effective management of long-term conditions with treatment
based on evidence-based guidelines, and support from secondary care specialists where
appropriate for patients with multiple conditions and co-morbidities for whom clear
guidance is not available.
 Improving the quality of care received by people whether at home or in residential care,
through better integration with social care, appropriate provision of home visits, and
appropriate patient education programmes (which may include the use of m-health and
telehealth, either as pilots or where supported by evidence of effectiveness).
All of the local data should be interpreted in the context of the UK findings with regard to
the biggest killers and biggest causes of disability in the country, that is to say:
 IHD, lung cancer, stroke, COPD, and LRTIs are the biggest killers nationally.
 The fastest growing causes of mortality over the last 20 years are drug use disorders
(577% growth), Alzheimer’s disease (137% growth) and cirrhosis (65% growth), reflecting
the growing importance of behavioural risk factors.
 Musculoskeletal disorders (31.5% of DALYs) and mental and behavioural disorders
(21.5% of DALYs) are the biggest causes of disability nationally.
2

See, for example, a scheme launching at the Royal Free Hospital in 2013:
http://www.kingsfund.org.uk/sites/files/kf/jason-strelitz-lucy-gate-well-at-the-free-poster-mar13.pdf last
accessed 28th May 2013
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The largest single risk factor is smoking (accounting for 11.8% of DALYs), and though all
dietary and exercise components together are more significant (causing 14.3% of
DALYs), hypertension (9.0% of DALYs) and obesity (8.6% of DALYs) are also significant
modifiable risk factors.
Therefore, the aforementioned diseases and risk factors should form priority areas for
commissioning services to address the largest burden of disease, whilst making
appropriate adjustments in light of local data.

Conditions that have a high absolute prevalence locally should form priority areas for
ensuring management in line with evidence based guidance:
 The 5 most prevalent specific conditions in East Surrey CCG, as tracked by the QoF
database, are hypertension, depression, obesity, asthma, and hypothyroidism. However,
modelled estimates of diseases indicate that many specific conditions are under
diagnosed, particularly hypertension, CHD, COPD, diabetes and dementia. Given the
importance of early diagnosis and management of these conditions, commissioners
should have regard to programmes that will increase the timely diagnosis of these
conditions, and ensure management in line with evidence-based guidance.
 The specific conditions that have been highlighted as more prevalent in East Surrey CCG
than the Surrey average should be prioritised as areas to ensure that treatment is in line
with the best evidence, given the higher relative burden of disease. These conditions
are: obesity, hypothyroidism and CHD.3
 The recommended diagnosis rate for chlamydia is at least 2,300 per 100,000 15-24 year
olds. Both Tandridge and Reigate and Banstead have rates below this.
Tackling behavioural risk factors, particularly smoking, alcohol, diet, and exercise should
form the cornerstone of any strategy to improve the health of the local population.
‘Making every contact count’ will be key to delivering improvements:
 Commissioners should have particular regard to tackling the persistent levels of
smoking, which whilst lower than the national average, remains the biggest killer in the
local population. Notably, levels are much higher in deprived pockets and among
different socio-economic groups.
 Levels of healthy eating and recommended levels of exercise are also very low, with less
than a third of adults in Tandridge and Reigate and Banstead boroughs eating healthily,
over a fifth of adults obese, and more than 7 in 10 adults not physically active.
 In addition to what has been said above, commissioners should have particular regard to
the rapidly increasing rates of alcohol-related admissions in the area, and the likely high
level of ‘hidden’ burden of harmful alcohol use in working age and older adults in Surrey.
This should be seen in the national context of the rapidly rising mortality from cirrhosis.
Again, making every contact count will be key in addressing this issue.
3

See, for example, http://groupawards.bmj.com/winners-announced#Renal Medicine Team of the Year last
th
accessed 28 May 2013

8

July 2014



East Surrey CCG Health Profile

With regard to immunisations, commissioners should work together with public health
colleagues in the NHS England Area Teams (ATs) to increase uptake of primary
immunisations. Particular attention should be given to MMR in light of the recent
measles outbreak(s), pertussis, and also immunisations in older people to reduce excess
winter mortality and hospital admissions.

Reducing unplanned admissions should be an area of priority for commissioners:
 Commissioners should note that relative to other Surrey CCGs, East Surrey CCG had:
o East Surrey CCG has the lowest rates in Surrey for unplanned hospitalisation for
chronic ambulatory care sensitive conditions but the highest in Surrey for
unplanned hospitalisation from asthma, diabetes, and epilepsy in under 19s
(with confidence intervals overlapping with Surrey Heath CCG).
o The rate for both indicators has decreased from 2011/12 to 2012/13 although
confidence intervals overlap.
o East Surrey has the highest rate of emergency admission for alcohol related liver
disease.
o East Surrey also has the highest rate of emergency readmissions within 30 days
of discharge in Surrey.
 Where rates are increasing and also to maintain low rates, a need for improved
community management for these conditions is indicated. This can be achieved by
ensuring compliance with evidence-based guidelines, support from specialist consultants
and nurses in secondary care where appropriate, and improved support in the
community, through home visits and patient education programmes. There is also a role
for improved out of hours primary care and improved integration with social care in
reducing admissions from acute conditions that shouldn’t require admission, e.g. UTIs,
LRTIs, and cellulitis.
Specific condition mortality and hospitalisation data shows that East Surrey CCG had a
higher rate of mortality 2008-10 than other CCGs in Surrey for some major diseases,
indicating a need for improved management of these conditions in the community:
 Commissioners should note that relative to other Surrey CCGs, East Surrey CCG had:
o The highest rate of potential years of life lost to causes considered amenable to
healthcare for men.
o The second highest premature (under 75) mortality rate for all cancers and for
circulatory disease.
o The highest all age mortality rate for circulatory disease and respiratory disease.
o The second highest all age mortality rate for stroke and all cancers.
o The lowest all age mortality rate for CHD.
 This should provide commissioners with more specific areas to focus service
improvement within the context of the CCG indicator data above.
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With regard to programme budgeting spend and outcomes:
Programme budgeting data should be used cautiously, and should only be seen as one
component of the larger picture provided by the rest of the health profile. In this regard, it
should always be kept in mind that the health of the population and quality outcomes
should be the focus of commissioner’s decisions, and not crude measures of
outcome/spend alone. Furthermore, the data should be interpreted cautiously because of
the large spend per head on ‘miscellaneous’, which impacts the ability to interpret spending
in other areas.
With this in mind, the key findings of the programme budgeting analysis for East Surrey
CCG are:
 The highest spend areas, are £196 per head per year on mental health, £144 on
circulation, and £134 on cancers and tumours.
 There are no outlier areas of spend.
 Attention should be given to the ‘Healthy Individuals’ and ‘Musculoskeletal’ outcomes,
which are less than 2 z scores but greater than 1 z score below the mean (i.e. worse
outcomes than the national average)4.
 East Surrey CCG spends approximately the same amount as the Prospering Southern
England average for most programme areas, but has a larger ‘Miscellaneous’
programme budget, making comparisons less accurate. This is an area for
commissioners to work on.
 This dataset also indicates that East Surrey CCG has a ‘worse outcome’ on patients with
CHD whose last blood pressure was less than 150/90 and patient reported measures of
health gain after hip surgery. These are areas which may warrant attention.

4

See pg 64 for explanation
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1. Background
The Health and Social Care Act 2012 creates a statutory duty for local authorities (through
the Public Health function) to provide a core service of specialist public health expertise and
advice to Clinical Commissioning Groups (CCGs) to support them to adopt a population
perspective. This is referred to as the ‘core offer’ to CCGs, and as part of this core offer the
Surrey Public Health team have created a ‘health profile’ for each CCG to sit alongside the
commissioning support packs produced by NHS England5.
The structure of the ‘health profile’ is as follows:
 Demography
 Deprivation
 Specific conditions and behavioural risk factors
 Cost and outcome (programme budgeting) profile
It is intended that this health profile will provide commissioners with a population
perspective that can inform their commissioning intentions, and will be continually updated
as new data becomes available.
There is an accompanying PowerPoint presentation entitled ‘How healthy is our population’
that presents the key parts of this health profile in slide format, and this has also been
provided to the CCGs:

East Surrey CCG:
How healthy is our population?
Prepared by Surrey Public Health

5

NHS England was formerly known as the ‘NHS Commissioning Board’, and the current Commissioning
Support packs bear the former logo
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2. Demography
The demography section will cover the current population profile, the projected older
population profile, religion and ethnicity, and conclusions.
2.1 Current population profile


Fig. 1 is a population pyramid showing the raw population by 5 year age bands, and by
gender. The East Surrey CCG population is illustrated by block colours, with darker
outlines showing the England population. The total East Surrey CCG population is
173,938.6

Figure 1: Population pyramid for East Surrey CCG7
Darker outlines show the profile of the England population.



Relative to England, East Surrey CCG has:
o A larger proportion of children aged 0-14

6

Source: ONS LSOA population estimate (2011), available on NHS East Surrey CCG Local Area Profile at
http://www.surreyi.gov.uk/DrillDownProfile.aspx?rt=52&rid=297262&pid=31 [Accessed 13/8/13]
7
Source: NHS England (NHS Commissioning Board) East Surrey CCG Commissioning Support Pack, available at
http://www.england.nhs.uk/wp-content/uploads/2012/12/ccg-pack-09l.pdf[Accessed 13/8/13]
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o A smaller proportion of young people and young adults aged 15-29
o A larger proportion of adults aged 35-64
o A larger proportion of adults aged 80+

2.2 Projected older population
Fig. 2 shows the relative growth in the over 65 population as a proportion of the total
population for East Surrey CCG compared with England.
Figure 2: Projected growth of the over 65 population in East Surrey CCG compared with
England8
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This shows that nationally, between now and 2020 the over 65 population is projected
to rise from 17.2% to 18.5% of the total population. The East Surrey CCG over 65
population is projected to grow more steeply than this from 17.6% to 19.2% by 2020.

Fig. 3 shows the relative growth in the over 85 population as a proportion of the total
population for East Surrey CCG compared with England.

8

Source:
ONS England Interim 2011-based Subnational Population Projections. CCG projections based on 2012 PCSS
download and ONS 2011 Subnational Population Projections used to calculate projections.
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Figure 3: Projected growth of the over 85 population in East Surrey CCG compared with
England9
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This shows that nationally, between now and 2020 the over 85 population is projected
to rise from 2.3% to 2.8% of the total population. The East Surrey CCG over 85
population is projected to grow at a slightly faster rate from 3.0% to 3.6% by 2020.

2.3 Cost impact of the ageing population


As people get older, they are more likely to experience multiple chronic diseases,
complications from these long-term conditions, slower recovery from illness, and an
increased need for specialist support. All of these contribute to an increased cost of
inpatient stay with increasing age, as illustrated in fig. 4.

9

Source: ONS England Interim 2011-based Subnational Population Projections. CCG projections based on 2012
PCSS download and ONS 2011 Subnational Population Projections used to calculate projections.
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Figure 4: Average cost of emergency admission by age for East Surrey CCG (2011/12)10
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This shows that until the age of around 50, the average cost of attendance stays below
£2,000, rising to around £3,000 in the over 85 population, and a peak of more than
£7,000 as the patient approaches 100.

2.4 Ethnicity and religion


10

Ethnicity and religion are important aspects of a demographic profile of a population
because:
o The prevalence of some diseases are different in certain ethnic groups, e.g. there
is a much higher prevalence of ischaemic heart disease in South Asian men than
men in the general population, and a much higher mortality rate from stroke in
Black Caribbean men than in the general population. Accordingly, engaging in
screening, early detection, and behaviour change in these high risk populations is
important to prevent future ill health and complications. Additionally, service
planning should take into account that projected disease prevalence, hospital
episodes, and mortality is altered by the ethnic mix of the local population.
o Each population group, determined by religion or ethnicity, has differences in
terms of illness behaviour, seeking assistance with health issues, and beliefs
about illness and beginning and end of life care. Accordingly, local clinicians need
to be aware of these and conduct consultations sensitively, and service planning
needs to take into account the fact that some groups will be more difficult to
engage with than others.

Source: SUS
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o Language can be a barrier to the patient communicating their health needs, and
to health care providers delivering appropriate healthcare. Accordingly, a robust
understanding of language needs in the local population with regard to the
provision of interpreters and translations of patient information leaflets can
assist commissioners in delivering quality healthcare to groups that would
otherwise be marginalised.


The ethnicity of East Surrey CCG11 is 86.4% White British, and the largest ethnic minority
group is Other White at 4.1%. The full breakdown of ethnic minorities can be seen in fig.
5.



East Surrey CCG is predominantly Christian, with 62.3% of the population stating it as
their religious affiliation in the last Census, with the next largest group having no religion
at 26.7%. The full breakdown of religion can be seen in fig. 6.

Percent

Figure 5: Percentage population of East Surrey CCG by largest minority ethnic groups12
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11

Source: ONS Census 2011, available from:
http://www.surreyi.gov.uk/RealmDataBrowser.aspx?GroupID=0&filterDataSetID=1140 [Accessed 5/8/13]
12
Source: ONS Census 2011, available from:
http://www.surreyi.gov.uk/RealmDataBrowser.aspx?GroupID=0&filterDataSetID=1140 [Accessed 5/8/13]
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Figure 6: Percentage population of East Surrey CCG by religion
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2.5 Conclusions


The increase towards an older adult population means:
o A higher proportion of the East Surrey CCG population will be in the age group
where they are developing chronic diseases including obesity and diabetes,
hypertension and cardiovascular disease, and chronic obstructive pulmonary
disease (COPD).
o Prevention and mitigation of early disease through behaviour modification
(smoking, diet, exercise, and alcohol) should form the foundation of managing
the health of these individuals.
o This should take place alongside early detection of disease and evidence-based
management (e.g. good control of hypertension, cholesterol, blood sugar, and
screening for microvascular and macrovascular complications of diabetes).
o Service planning should also provide adequate capacity for dealing with the
complications of poorly managed or late stage disease in secondary care,
including consultant and nurse led outpatient clinics, acute care for myocardial
infarction and acute coronary syndrome, stroke and transient ischaemic attack
(TIA), and rehabilitative services for long term health conditions of stroke.



The ageing population and increased proportion of over 65s and over 85s means:
o An increasing proportion of the population will be suffering from conditions
requiring additional care needs, including:
 Dementia and depression
 Visual and hearing impairment
 Long term health conditions as a result of stroke
 Frailty and being prone to falls and consequent fractures (particularly hip
fractures)
 Inability to manage domestic tasks, self care, or mobility on their own
o Additionally, this patient group is more likely to have multiple chronic diseases
requiring polypharmacy, and in the later stages of the disease when
complications have manifested.
o Accordingly, commissioners should take into account the need to work together
with social care services and community health providers to ensure that this
population has the support they need to live a healthy life in their homes, and to
prevent avoidable hospital admissions through the use of appropriate housing,
carers, GP home visits, health visitors, pharmacy support, patient education and
telehealth/telecare where appropriate.
o Commissioners should also ensure that there is adequate capacity in secondary
care to manage acute problems in this age group, whilst providing a rapid
turnaround back into the community to prevent prolonged hospital stays.

18

July 2014



East Surrey CCG Health Profile

East Surrey CCG has a large White/British and Christian population, but significant
numbers of minority ethnic and religious groups. Particular attention should be paid to:
o The higher risk of disease in particular ethnic groups, and different attitudes to
disease and health seeking behaviour.
o The important differences in beginning and end of life care in different ethnic
and religious groups, including around miscarriages and stillborn children. This
will involve co-ordination with local religious leaders and cemeteries and
crematoriums for each faith.
o Different language needs with regard to interpreters and written/multimedia
patient information in different languages. Examples include the Indian
population (Hindi, Bengali, Punjabi, Gujarati, Urdu), African (Arabic, French,
Swahili) and Nepalese (Nepalese).
o Different service delivery needs, with regard to the provision of appropriate
meals (vegetarian, halal, kosher), facilities for prayer, gender segregated rooms,
and training of healthcare staff in other cultural and religious rules and customs.
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3. Deprivation
This section will cover the relevance of deprivation to local health and healthcare, the Index
of Multiple Deprivation 2010 (IMD 2010) profile by ward for the local area, and the life
expectancy at birth by ward for the local area. It will also consider specific groups requiring a
targeted approach. This will allow commissioners to see where the deprivation hotspots are
in the local population, which is where people will experience a lower life expectancy and
lower healthy life expectancy.
3.1 Deprivation and Health


Following the publication of the Marmot Review in 2010,13 it is clear that there is a
strong association between health inequalities and other measures of deprivation,
including income, education, employment, and housing. This can be illustrated on the
following chart reproduced from the Marmot Review:

Figure 7: Reproduced from the Marmot Review



This shows that as income falls, life expectancy falls, and healthy life expectancy falls
more significantly. With reference to the pension age, this means that those in the most
deprived quintile experience a shorter healthy life expectancy that can be over 10 years

13

Marmot Review. Fair Society, Healthy Lives: Strategic Review of Health Inequalities in England Post 2010.
London: Marmot Review; 2010. Available at http://www.instituteofhealthequity.org/projects/fair-societyhealthy-lives-the-marmot-review last accessed 17th May 2013
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before retirement age, with a consequent impact on the healthcare and welfare
systems.
3.2 Index of Multiple Deprivation 2010 (IMD 2010)


The IMD 2010 measures deprivation by a weighted average of seven domains: income,
employment, health and disability, education, housing, crime, and environment. Areas
with higher IMD scores are likely to have a worse health profile and health outcomes,
with higher morbidity and mortality, and higher healthcare costs per capita.



The deprivation score calculated for East Surrey CCG for 2012 is 10.8 which is in the least
deprived tenth of all CCGs in England and is the eighteenth least deprived out of 21114.
None of the LSOAs in the East Surrey CCG area are in the most deprived national decile
with only one in the most deprived national quintile.



The IMD 2010 map for East Surrey CCG which shows deprivation at LSOA level can be
seen in figure 815. The map clearly shows that there are local deprivation hotspots
(where we expect worse health outcomes), with the most deprived areas being in the
wards of:
o Merstham
o Horley West



Merstham in Reigate and Banstead is one of the Surrey priority places which are areas of
increased inequality and deprivation relative to the rest of Surrey. A health needs
assessment has been completed for Merstham16.

14

Source: GP practice profile. APHO. Available from: http://www.apho.org.uk/pracprof/ [Accessed 2/8/13]
Source: English Indices of Deprivation 2010. Available from
https://www.gov.uk/government/publications/english-indices-of-deprivation-2010 [Accessed 2/8/13]
16
Merstham Priority Place Health Needs Assessment March 2011. Available from:
http://www.surreyi.gov.uk/Resource.aspx?ResourceID=461 [Accessed 13/8/13]
15
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Figure 8: IMD 2010 map for East Surrey CCG
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3.3 Life expectancy at birth by ward


Life expectancy is an indicator of the state of health in a local area, incorporating
measures of deprivation mentioned above. The difference in life expectancy at birth
between wards in an area is also an indicator of health inequalities in that area, where a
large difference indicates significant health inequalities. The life expectancy by ward at
birth in East Surrey CCG can be seen in fig. 9.

Figure 9: Life expectancy at birth by ward in 1999-2003 and 2007-2011



17

This shows that life expectancy is lowest in Merstham at 77.3 years, more than 14 years
shorter than Felbridge at 92.1 years, indicating significant health inequalities across the
area. Worryingly, life expectancy has fallen marginally in Valley and Lingfield and
Crowhurst from 1999-2003 to 2007-201117 . A number of wards have a life expectancy
which is statistically significantly lower than Surrey and which might warrant attention.

Though please note that 95% confidence intervals overlap and data should be interpreted cautiously.
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GP practice profiles report male life expectancy at 80.1 years and 83.7 for females in
East Surrey CCG compared with 78.3 and 82.3 for England respectively for the period
2006-201018.
3.4 Specific groups

The specific groups requiring a targeted approach in East Surrey CCG include: older people,
carers, the Gypsy, Roma, and Traveller (GRT) population, the armed forces community
(veterans rather than serving members) and offenders serving community sentences, those on
probation and ex-offenders.
3.4.1 Older people


The need relating to older people is covered above in the demography chapter, but in
brief:
o The proportion of the population over 65 in East Surrey CCG is slightly higher
than the national profile, and by 2020 will be approximately 19% of the
population (see figure 2).
o Older people are more likely to suffer from multiple chronic diseases with
complications, and to have memory, mobility, visual, and hearing problems
requiring additional support and care at home.
o Of particular note, falls and hip fractures present an important area of
preventable morbidity and mortality, and preventing hospital admissions for
conditions not usually requiring hospital admission (e.g. urinary tract infection,
lower respiratory tract infections) should also be a priority.
3.4.2 Carers



Carers are family, partners, or friends who provide unpaid care to individuals in need of
help due to illness, disability, or frailty. It includes adults looking after adults, parents
looking after disabled children, and young carers under the age of 18 looking after
relatives.



It is important that carers are supported to have full, happy, and healthy lives
themselves, with particular needs in this regard for young carers. An analysis published
in December 2004 by Carers UK19 found that carers who provide high levels of unpaid

18

GP practice profiles. Available from: http://www.apho.org.uk/pracprof/ [Accessed 5/8/13]
‘In poor health: The impact of caring on health’ Carers UK, 2004. Available at
http://www.carersuk.org/media/k2/attachments/In_Poor_Health__The_impact_of_caring_on_health.pdf last
accessed 23rd May 2013
19
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care for sick or disabled relatives and friends are more than twice as likely to suffer from
poor health compared to people without caring responsibilities.


The updated national Carers Strategy (2010)20 contains a vision for carers where we
ensure that:
o Carers will be respected as expert care partners and will have access to the
integrated and personalised services they need to support them in their caring
role.
o Carers will be able to have a life of their own alongside their caring role.
o Carers will be supported so that they are not forced into financial hardship by
their caring role.
o Carers will be supported to stay mentally and physically well and treated with
dignity.
o Children and young people will be protected from inappropriate caring and have
the support they need to learn, develop and thrive, to enjoy positive childhoods
and to achieve against all the Every Child Matters outcomes.



9.6%21 of the East Surrey CCG population (16,300 individuals) are providing unpaid care
(CCG range 9.2% - 9.9%), which is split:
o 6.9% (~12,000 individuals) of the population providing 1-19 hours of care per
week
o 1% (~1,800 individuals) of the population providing 20-49 hours of care per week
o 1.7% (~3,000 individuals) of the population providing 50 hours or more of care
per week



Of all carers:
o 1,832 are under 18 years old
o 1,186 are over 65 years old providing more than 20 hours care each week
o 6,200 are working full time



This group will accordingly require a targeted approach in line with national guidance for
ensuring they stay mentally and physically well alongside their role as carers. Particular
attention should be paid to carers under the age of 18 and over the age of 65, who will
have additional needs.

20

‘Recognised, valued, and supported: Next steps for the Carers Strategy’ Department of Health, 2010.
Available at
http://webarchive.nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/en/Publicationsandstatist
ics/Publications/PublicationsPolicyAndGuidance/DH_122077 last accessed 23rd May 2013
21
Source: ONS Census 2011, available at East Surrey CCG JSNA summary profile available from:
http://www.surreyi.gov.uk/DrillDownProfile.aspx?rt=52&rid=297262&pid=31 [Accessed 14/8/13]
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3.4.3 Gypsy, Roma, and Traveller (GRT) population


The area covered by East Surrey CCG has 9 authorised GRT sites.



The 2004 Department of Health/University of Sheffield study ‘Health Status of Gypsies
and Travellers in England’22 reported that GRT populations have significantly poorer
health than any other disadvantaged UK residents. A further Surrey-wide survey
undertaken in 2005 revealed that many of the GRT health concerns are stress-related
and linked to site provision, and health problems related to smoking (48% of
respondents smoked), high blood pressure (52% of respondents), and
anxiety/depression (48% of respondents).



The Joint Parliamentary Human Rights Committee has also described the GRT
community as the hardest to reach, noting, “evidence attests to the multiple
discrimination faced by Gypsies and Travellers, and their exceptional level of social
exclusion. Poor levels of health, even compared with other marginalised groups; high
rates of infant mortality, and difficulties in accessing healthcare were cited in the
evidence.”23



Historically, GRT needs have often not been fully considered when developing services
intended to support them. This has the effect of making universal services ‘hard to
reach’ for the GRT community, compounding poor outcomes and perpetuating intergenerational patterns of exclusion and deprivation. Lack of cultural sensitivity by service
providers and use of inappropriate written communication have been noted as specific
barriers to delivering healthcare to GRT groups.



A needs assessment has been carried out for GRT children and young people in Surrey in
2011,24 which can further be used to support targeted commissioning in this group.

22

The health status of gypsies and travellers in England. Department of Health, 2004. Summary available at
http://webarchive.nationalarchives.gov.uk/20100208233835/http://www.shef.ac.uk/content/1/c6/02/55/71/
rd
GT%20report%20summary.pdf last accessed 23 May 2013
23
Joint Committee on Human Rights Fourteenth Report. Parliament publications and records, 2005. Available
rd
at http://www.publications.parliament.uk/pa/jt200405/jtselect/jtrights/88/8810.htm last accessed 23 May
2013
24
Surrey needs analysis for Gypsy, Roma and Traveller children and young people. 2011. Available at
rd
http://www.surreyi.gov.uk/Resource.aspx?ResourceID=939 last accessed 23 May 2013
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3.4.4 Armed forces community


The armed forces community is made up of serving members of the armed forces,
reservists, veterans, and their respective families. The majority of the serving armed
forces’ primary health needs are met by the Ministry of Defence through the Defence
Medical Services:

Figure 10: Armed forces commissioning reponsibilities
Serving
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Forces in
England

Serving
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overseas
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i - Reservists have access to DMS care whilst mobilised
ii - Serving personnel can access local GPs on an emergency basis if needing to
access care whilst away from the military address
iii - The NHSCB will commission specialised services for veterans, eg limb prostheses
iv - While overseas, serving personnel and families can access DMS-commissioned
healthcare where such provision exists, or may be provided with non-DMS
healthcare by local Host Nation or other contracted arrangements, or have right of
return for NHSCB-commissioned NHS care in England
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There are no army bases within the area covered by East Surrey CCG although there are
estimated to be 3,045 veterans in Tandridge and 4,738 in the whole of Reigate and
Banstead. Reservists are deemed to be veterans when not on active service.



Health needs of veterans differ from the general population, in that:
o There is a higher prevalence of musculo-skeletal problems and mental health
problems (depression, anxiety, and substance misuse (mainly alcohol), among
younger veterans).
o The general health of the veteran population is comparable to that of the general
population. 25



Additional issues include:
o For conditions related to military service, the Department of Health directs that
veterans at their first outpatient appointment should be scheduled for treatment
quicker than other patients of a similar clinical priority (NHS Priority Treatment),
and this requires that referring clinicians include in their referral letters that the
health condition may be related to the patient’s military service.
o There is a higher incidence of PTSD, alcohol misuse, risk of suicide in this group.
o Veterans have a lower mean reported net annual household income than the
general population (£16,300 vs. £26,270 in 2005/6), which may manifest in
relative deprivation and poorer health. Poor educational attainment, skills, and
housing also affect this group.

3.4.5 Prisoners, other offenders and ex-offenders
The commissioning responsibility of health services (excluding emergency care) and public
health services for people in prisons and other custodial settings now resides with NHS
England26. However, offenders serving community sentences, those on probation and exoffenders that remain in the community may remain hard to reach.

25

Source: (Draft) Armed Forces Community Health Needs Assessment 2013. Available from Karen Simmonds at
Karen.Simmonds@surreycc.gov.uk
26
Commissioning fact sheet for clinical commissioning groups, Available from:
http://www.england.nhs.uk/wp-content/uploads/2012/09/fs-ccg-respon.pdf [Accessed 9/8/13]
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3.5 Conclusions


Particular attention needs to be paid to identifying local areas where deprivation is high,
and ensuring that those residents are aware of and able to access healthcare. Examples
of how this could be achieved include providing free patient transport, increased district
nurse and health visitor provision, and community engagement through structured and
evaluated programmes based on need. Particular attention should be paid to Merstham
(which is a Surrey priority place), and Horley West and those areas where life expectancy
is significantly lower than Surrey or where life expectancy has fallen over the last 10
years27, and the prevalence of risk factors e.g. smoking remain higher than the local and
national average.



Attention needs to be paid to specific groups that are hard to reach, or difficult to
engage with, or have special needs that have been identified and would not be met
without a targeted approach. These groups include older people, carers, the Gypsy,
Roma, and Traveller (GRT) population, the armed forces veteran community and
offenders serving community sentences, those on probation and ex-offenders.



Commissioners should look to specific needs assessments that have been produced for
these groups, alongside the data available on the Surrey JSNA for guidance as to how to
tackle inequalities.

27

Point estimate of life expectancy has fallen, though 95% confidence intervals overlap so interpret this
cautiously
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4. Specific conditions and risk factors
This section will cover both specific conditions (e.g. diabetes, CHD, COPD) and behavioural
risk factors (e.g. smoking, alcohol, diet, exercise). There are some specific conditions that
are also risk factors for other conditions (e.g. obesity, hypertension) and these may be
referred to as either in different contexts. However, these can be distinguished from the
former ‘behavioural’ risk factors due to the absence of a behavioural component.28
After an introduction to interpreting the data, this section will be split into three parts: the
first part will provide a brief introduction to the national picture of morbidity and mortality
through a summary of the Global Burden of Disease Study 2010,29 then the local raw
prevalence data for specific conditions and behavioural risk factors will be analysed, and
finally the impact of the burden of disease locally will be considered through analysing
mortality and hospital admission data.
4.1 Interpreting the data: Surrey vs. England as a comparator


Prevalence, mortality, and hospital admissions data for Surrey CCGs is always compared
to the rest of Surrey. This is because Surrey is the best comparator for guiding
prioritisation of resources by commissioners, as the CCG population will be more similar
to the Surrey average than the country average with regard to socio-economic factors
that CCGs have little control over. Therefore, commissioners can see, after adjusting for
these attributes, which conditions and indicators should be prioritised in their local area.



However, it should be borne in mind that in the national context, all Surrey CCGs
perform well on all these indicators (i.e. generally in the top 50% of all 211 CCGs). This is
because the Surrey population has better employment, housing, income, education, and
environment than the national average, and better health behaviours (smoking, diet,
and exercise), and therefore better health. Readers should therefore not interpret high
relative rates of morbidity/mortality within Surrey as high absolute rates within England,
as the population of Surrey is (broadly speaking) healthier than the national average.
4.2 Interpreting the data: confidence intervals



A confidence interval is a range of values that indicates the precision with which the
sample estimate is likely to represent the true value. Most commonly, as is the case with

28

Obesity or high BMI can be viewed as a proxy measure for an unhealthy diet and low physical activity,
though most analyses will consider the latter behavioural risk factors separately.
29
Murray CL et al. UK health performance: findings of the Global Burden of Disease Study 2010. Lancet 2013;
381:997-1020
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indicators used in this report, confidence intervals are expressed at the 95% level, which
means that the true value will lie in that interval 19 times out of 20.


In this context, where the point estimate for one CCG falls within the confidence interval
of another, it is common practice to say there is no statistically significant difference
between the two CCGs.



However, it is better not to see the 95% confidence interval as a ‘cut-off’ value, but
merely as an indicator that helps to build the picture of where there is greatest need.
The 90% confidence interval, for example, would be much narrower, and the 80%
confidence interval, where the true value would lie in the interval 4 out of 5 times,
would be narrower still.



In drug trials, where it is absolutely critical that the data shows a high level of statistical
significance because of the harms and costs associated with approving a drug, we quite
rightly reject findings that are not statistically significant at least at the 95% level.
However, when developing commissioning priorities, there should instead be an attitude
of looking at the available data, understanding the limitations, and using it to build a
picture to assist with resource prioritisation.



For some data where numbers are low, confidence intervals will necessarily be wide,
and so instead of discounting these indicators, they should be seen in their proper
context and used appropriately.



Accordingly, with this disclaimer in mind, commissioners should have regard both to the
point estimates and to the confidence intervals when interpreting the data and
developing priorities.
4.3 Global Burden of Disease Study 2010: UK health performance



The Global Burden of Disease Study 2010 (GBD 2010) is the largest study ever
undertaken to quantify the comparative magnitude of health loss to disease, injuries,
and risk factors across 187 countries in the world.



The UK analysis was published in March 2013 and presents results for 259 diseases and
injuries, and 67 risk factors relevant to the UK. It also compares the state of health in the
UK today with back in 1990 when the previous study was conducted, and compares UK’s
performance with the original 15 members of the EU, Norway, the USA, Canada, and
Australia (EU 15+).



The key results are presented in the tables on the following page.
31
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Figure 11: Top 10 causes of mortality in all age groups in the UK
Top 10 causes of mortality in all age groups in the UK
1. IHD
6. Colorectal cancer
2. Lung cancer
7. Breast cancer
3. Stroke
8. Self harm
4. COPD
9. Cirrhosis
5. LRTI
10. Alzheimer’s disease
Figure 12: Top 10 causes of mortality in 20-54 year olds in the UK
Top 10 causes of mortality in 20-54 in the UK
1. IHD
6. Drug use disorders
2. Self harm
7. Lung cancer
3. Cirrhosis
8. Stroke
4. Breast cancer
9. Colorectal cancer
5. Road injury
10. LRTI
Figure 13: Top 10 causes of morbidity in all age groups in the UK
Top 10 causes of morbidity in all age groups in the UK
1. Low back pain
6. Anxiety disorders
2. Falls
7. COPD
3. (Major) depression
8. Drug use disorders
4. Neck pain
9. Asthma
5. Other musculoskeletal
10. Migraine
Figure 14: Top 10 risk factors contributing to the overall burden of disease in the UK
Top 10 risk factors contributing to the overall burden of disease in the UK
1. Smoking
6. Diet (low fruits)
2. Hypertension
7. High total cholesterol
3. High BMI
8. Diet (low nuts/seeds)
4. Physical inactivity
9. High fasting glucose
5. Alcohol
10. Diet (low sodium)


Additionally, it should be noted that:
o The contribution of Alzheimer’s disease to all age mortality in the UK has
increased by 137% since 1990, cirrhosis by 65%, and drug use disorders by 577%.
o The major causes of disability are musculoskeletal disorders (31.5% of DALYs 30)
and mental and behavioural disorders (21.5% of DALYs)
o The relative contribution of risk factors to the burden of disease can be seen in
the figure below, reproduced from the original paper.

30

DALYs = Disability adjusted life years, or one lost year of ‘healthy life’. It is the sum of YLLs = years of life lost
due to premature mortality in the population, and YLDs = years lost due to disability for incident cases of the
health condition. The sum of DALYs is a measurement of the gap between current health status and an ideal
health situation where the entire population lives to an advanced age, free of disease and disability
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Figure 15: Reproduced from Murray CL et al. UK health performance: findings of the Global
Burden of Disease Study 2010. Lancet 2013; 381:997-1020

4.4 Local prevalence of specific conditions and behavioural risk factors
4.4.1 Specific conditions


The most prevalent conditions in East Surrey CCG reflect those found nationally, and the
data collated from the Quality and Outcomes Framework (QoF) system for East Surrey
CCG is presented below.

Figure 16: Prevalence of most common conditions in East Surrey CCG (QOF 2012-13)
Number
5,000 10,000 15,000 20,000 25,000
Hypertension

21,321

Obesity (ages 16+)

10,776

Asthma

9,877

Hypothyroidism

7,633

Depression (ages 18+)

6,876

Diabetes Mellitus (ages 17+)

6,699

Chronic Kidney Disease (CKD) (ages…
Coronary Heart Disease (CHD)
Cancer
Atrial Fibrillation (AF)

5,308
5,035
3,619
2,916
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This clearly shows that hypertension is the most prevalent condition (and is also one of
the most important risk factors for cardiovascular disease), followed by obesity, asthma,
hypothyroidism and depression.



However, it should be noted that this only presents the data for those ‘diagnosed’ with
the diseases in primary care and logged on the QoF database. Modelled estimates have
been developed for CHD, COPD, hypertension, dementia, diabetes and stroke (at the
practice/CCG level) and CKD (at the local authority level) to ‘predict’ the expected
prevalence. All of these models indicate varying levels of under diagnosis in primary
care.



The ratios of recorded: expected prevalence for the conditions presented by the models
at practice/CCG level are shown in fig.17. A ratio of 1 indicates that the GP practices in
the CCG are recording the same proportion of adults with the condition on QoF as the
modelled estimates predict, i.e. a smaller ratio indicates a higher level of under
diagnosis. It should also be noted that modelled estimates are not perfect, and some
practice populations will have higher or lower true prevalences than the modelled
estimates due to factors not taken into account by the models and chance variation.

Figure 17: Ratios of recorded prevalence to expected prevalence31
Dementia32 Diabetes33

CCG

CHD

COPD

Hypertension

Stroke

Surrey Heath

0.75

0.68

0.56

0.97

0.42

0.75

East Surrey

0.78

0.70

0.52

0.91

0.43

0.68

NW Surrey

0.72

0.46

0.53

0.84

0.46

0.77

Guildford & Waverley

0.74

0.64

0.52

0.87

0.45

0.66

Surrey Downs

0.78

0.45

0.54

0.93

0.42

0.66

31

Source: Public Health England National General Practice Profiles, available at
http://www.apho.org.uk/PracProf/Profile.aspx last accessed 14th June 2013
32
Dementia Prevalence Calculator. Available from: http://www.dementiaprevalencecalculator.org.uk/
[Accessed 7/8/13]
33
APHO diabetes prevalence model available from: http://www.yhpho.org.uk/default.aspx?RID=154049
[Accessed 9/8/13]. Estimated prevalence compared to QOF 2011-12 numbers to obtain ration. Note that QOF
diabetes register is 2011-12 and for those 17+ while APHO estimate is 2012 and refers to adults 16+.

34

East Surrey CCG Health Profile

July 2014



This data shows that there is unlikely to be a statistically significant variation in under
diagnosis for CHD, dementia and hypertension within Surrey, but for COPD there is
marked variation, with East Surrey CCG, Guildford and Waverley CCG, and Surrey Heath
CCG having significantly higher ratios than NW Surrey CCG and Surrey Downs CCG. For
stroke there is variation, with East Surrey CCG having the third lowest ratio in Surrey and
for diabetes East Surrey CCG has the third lowest ratio.



The prevalence of diseases in East Surrey CCG compared with the rest of Surrey is shown
in fig. 18.

Figure 18: Prevalence of diseases in East Surrey CCG relative to the rest of Surrey(QOF 201213)
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England

This shows that the prevalence of most diseases/conditions logged by QoF in 2012/13 is
lower than the Surrey average, with slightly higher figures for:
o Hypothyroidism (4.4% vs. 3.9% in Surrey overall)
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Further specific condition data for Tandridge and Reigate and Banstead boroughs from
the Health Profiles produced by the English Public Health Observatories34 for each local
authority include:
o Statistically no difference from the national average for:
 Incidence of malignant melanoma
 Hip fracture in 65s and
 Excess winter deaths
 Infant deaths
o Statistically lower than the national average for:
 Hospital stays for self-harm and alcohol related harm
 Drug misuse
 People diagnosed with diabetes
 New cases of tuberculosis
 Acute sexually transmitted infections
 Life expectancy
 Smoking related deaths
 Early deaths from cardiovascular disease and cancer
o Statistically higher than the national average for:
 Road injuries and deaths in Tandridge (65.7 per 100,000 vs 41.9 per
100,000)



Chlamydia is the most common bacterial sexually transmitted infection in England, with
rates substantially higher in young adults than any other age group. The majority of
infections are asymptomatic and can have serious health consequences if untreated. The
chlamydia diagnosis rate is a measure of chlamydia control activity and the
recommended rate is ≥ 2,300 chlamydia diagnoses per 100,00035. Reigate and Banstead
has the third highest diagnosis rate among Surrey boroughs but improvements in
screening are needed in both Reigate and Banstead and Tandridge if the minimum
diagnosis rate is to be met.

34

Health profiles 2013. Available from:
http://www.apho.org.uk/resource/view.aspx?RID=50215&REGION=50158&SPEAR=
[Accessed 7/7/14]
35
NCSP. Available from: http://www.chlamydiascreening.nhs.uk/ps/resources/datatables/CTAD_Data_Tables_2012.pdf [Accessed 9/7/14]
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Diagnosis rate per 100,000 15-24 year
olds

Figure 19: Chlamydia diagnosis rate January to December 2012
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4.4.2 Behavioural risk factors


With regard to most behavioural risk factors (other than alcohol), the population of
Tandridge and Reigate and Banstead has a better risk profile than the national average.



Increasing risk drinking (formerly ‘hazardous’ drinking) is drinking at a level where the
risk of developing a serious illness is higher than in non-drinkers, which equates to
regularly drinking more than 3-4 units (for men) or 2-3 units (for women) per day. At
these levels: 36
o Men are 1.8 - 2.5 times as likely to get head and neck cancer, and women are 1.2
- 1.7 times as likely.
o Women are 1.2 times as likely to get breast cancer.
o Men are twice as likely to develop cirrhosis, and women are 1.7 times as likely.
o Men are 1.8 times as likely to develop high blood pressure, and women are 1.3
times as likely.
o These risks are in addition to alcohol related problems such as fatigue,
depression, weight gain, poor sleep, and sexual problems.
o The risks increase the higher the alcohol intake is than the lower limits described.



Higher risk drinking is drinking at a level where the risk of developing a serious illness is
even higher, and is quantified as regularly drinking more than 8 units a day/50 units a
week (for men) or 6 units a day/35 units a week (for women). At these levels:
o The risk of head and neck cancer is 3 – 5 times higher.

36

Source: NHS Choices, available at http://www.nhs.uk/Livewell/alcohol/Pages/Effectsofalcohol.aspx last
accessed 24th May 2013
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o The risk of cirrhosis is 3 – 10 times higher.
o The risk of high blood pressure is 4 times higher in men and twice as likely in
women.
o Women are 1.5 times as likely to get breast cancer.
Figure 20a: Synthetic estimates of Increasing risk drinking, higher risk drinking, and binge
drinking in Tandridge and Reigate and Banstead boroughs compared with England37
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Figure 20b: Admission episodes for alcohol-attributable conditions (previously NI39): All ages
in Tandridge and Reigate and Banstead Boroughs compared with England (2008-09 to 201213)38
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Figure 20a shows that Tandridge and Reigate and Banstead boroughs have higher rates
of increasing risk drinking than nationally. Tandridge and Reigate and Banstead have a
lower rate of higher risk drinking than England) and a lower rate of binge drinking.

37

Source: Local alcohol profiles for England (LAPE) available at http://www.lape.org.uk/LAProfile.aspx?reg=j
th
last accessed 9 July 2014
38
Source: as per figure 20a
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Also of note is the upwards trend in hospital admissions for alcohol related conditions.
These rates have increased by 53% for residents of Tandridge and 51% for those in
Reigate and Banstead compared to 23% in England between 2008-09 and 2012-13
(figure 20b).

Figure 21: Smoking rates in Tandridge and Reigate and Banstead Boroughs 201239
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Smoking rates are lower than the national average, but:
o Smoking remains the single most important cause of ill-health and premature
death in Surrey.
o These rates are higher in routine and manual workers and are likely to be higher
in more deprived wards. The PHE tobacco control profiles report smoking at
delivery is lower than England but smoking in pregnancy remains harmful to the
unborn child40.

39

Source: PHE Local Tobacco Control Profiles, available at http://www.tobaccoprofiles.info [Accessed 7/9/14]
PHE Local Tobacco Control Profiles for England. Available from: http://www.tobaccoprofiles.info/ [Accessed
15/8/13]
40
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Figure 22: Diet, exercise, and obesity rates in Tandridge and Reigate and Banstead boroughs
compared with England 201341
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Diet, obesity, and exercise rates in Tandridge and Reigate and Banstead boroughs are
slightly better than the national average, but still remain very low:
o Less than a third of adults 16 and over eat healthily.
o Over a fifth of adults are obese.
o Around 60% of adults are physically active.
o 15.6% of year 6 children in Reigate and Banstead are obese, which is significantly
higher than what we should be aiming for.
o In the deprived pockets of Tandridge and Reigate and Banstead identified above,
there is likely to be much more obesity, fewer physically active adults, and fewer
healthy eating adults, with a correspondingly higher disease risk profile.



Further health behaviours data for Tandridge and Reigate and Banstead boroughs from
the Health Profiles produced by the English Public Health Observatories for each local
authority include:
o Breast feeding initiation is higher than the national average, though we know
that there is a significant drop-off at 6-8 weeks
o Drug misuse (figure 23) is lower than the national average
o Teenage pregnancy rates (figure 24) are lower than the national average.

41

Source: Tandridge and Reigate and Banstead Local Authority Health Profiles 2013, available at
th
http://www.apho.org.uk/default.aspx?QN=HP_METADATA&AreaID=50591 last accessed 9 July 2014
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Crude rate per 1,000 aged 15-64

Figure 23: Estimated crude rate of opiate and/or crack cocaine users
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Figure 24: Teenage conception rate 2009-11
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Finally, data is available on immunisations in East Surrey CCG in 2011/12 (figure 25)
relative to the rest of Surrey, noting that historically Surrey has a lower uptake than the
South East Coast and national average, and that 95% uptake is required for herd
immunity for measles.
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Figure 25: Immunisation uptake in East Surrey CCG relative to the rest of Surrey (2011-12) 42
Immunisation East Surrey
Rank in
Surrey CCG
Surrey CCG
Surrey CCG
CCG uptake
Surrey
average
lowest
highest
1 yr olds:
90.3%
4 (5)
90.73%
86.39%
93.02%
DTap/IPV/Hib
2 yr olds:
86.0%
4 (5)
86.19%
81.48%
89.79%
st
1 MMR
2 yr olds:
90.3%
1 (5)
86.97%
80.97%
90.31%
Hib/MenC
2 yr olds:
85.4%
4 (5)
85.44%
81.05%
88.62%
PCV
5 yr olds:
86.3%
4 (5)
85.77%
78.38%
90.51%
1st MMR
5 yr olds:
77.8%
4 (5)
80.27%
72%
85.86%
nd
2 MMR
65+ yr olds:
63.3%
4 (5)
62.96%
51.82%
72.06%
PPV
65+ yr olds:
69.2%
4 (5)
70.21%
68.9%
73.86%
Flu


This shows that relative to the rest of Surrey, East Surrey CCG has a low uptake, and
relative to the level of vaccination that should be targeted, it is falling short. MMR
vaccine uptake, remains well below the herd immunity level of 95%.

4.5 Local indicators of mortality and hospital admission
There are two sets of data that are used here. The first dataset considered is single year
data published by the Health and Social Care Information Centre (HSCIC) for CCGs (so called
‘CCG outcome indicators’) that form part of NHS England’s approach to quality
improvement. Prior to the publication of this data, the same raw data sources were used to
collate mortality data for 2008-10, and hospital admissions for 2011. This latter data source
provides more data that is more condition specific, e.g. mortality and hospital admissions
for stroke, as opposed to the aggregated model used by the CCG indicator set, e.g. hospital
admissions for ‘chronic ambulatory care sensitive conditions’. The two data sets cannot be
directly compared for several reasons, but together can be used to build up a picture of the
causes of mortality and hospital admissions in the local area.
Please read sections 4.1 and 4.2 before attempting to interpret this section.

42

Source: Immform data for GP practices aggregated to CCG level, available at the East Surrey Local Area
th
Profile at http://www.surreyi.gov.uk/DrillDownProfile.aspx?rt=52&rid=297262&pid=31 last accessed 24 May
2013
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4.5.1 CCG indicators43


The first indicator considered is years of life lost to causes amenable to healthcare,44 and
the rates in East Surrey CCG relative to the other CCGs in Surrey is shown in fig. 26a
(females) and fig. 26b (males).

Figure 26a: CCG Indicator 1.1: Potential years of life lost to causes considered amenable to
healthcare per 100,000 population (females 2012)
Rank
(Surrey)
1
2
3
4
5

CCG Name
GUILDFORD AND WAVERLEY CCG
EAST SURREY CCG
NORTH WEST SURREY CCG
SURREY HEATH CCG
SURREY DOWNS CCG

DSR
(2012)
1244
1267.5
1267.9
1378.5
1430.2

Gender
Females
Females
Females
Females
Females

CI Lower
1178.5
1192.9
1215.3
1274
1370.2

CI Upper
1312.1
1345.5
1322.3
1489.3
1492.2

Figure 26b: CCG Indicator 1.1: Potential years of life lost to causes considered amenable to
healthcare per 100,000 population (males 2012)
Rank
(Surrey)
1
2
3
4
5

43
44

CCG Name
SURREY DOWNS CCG
GUILDFORD AND WAVERLEY CCG
NORTH WEST SURREY CCG
SURREY HEATH CCG
EAST SURREY CCG

DSR
(2012)
1398.6
1616.2
1644.1
1716.7
1875.5

Gender
Males
Males
Males
Males
Males

CI Lower
1338.6
1540.7
1583.9
1601.1
1784.6

CI Upper
1460.5
1694.5
1706.1
1838.4
1969.9

th

Available at https://indicators.ic.nhs.uk/webview/ last accessed 9 July 2014
Same as 42
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Figure 26c: CCG Indicator 1.1: Potential years of life lost to causes considered amenable to
healthcare (2012)
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This shows that relative to the rest of Surrey, East Surrey CCG overall has the highest
years of life lost to causes amenable to healthcare for men in Surrey. Note that for
women and more so for men the confidence intervals overlap with the other CCGs, so
the ranks should be interpreted with caution.



This has increased for women since 2009, significantly so.



The next indicators show the under 75 mortality rates from cardiovascular disease,
respiratory disease, liver disease, and cancer, and the rates for 2012 in East Surrey CCG
relative to the other CCGs in Surrey is shown in fig. 27-31.

Figure 27a: CCG Indicator 1.2: Under 75 mortality rates from cardiovascular disease per
100,000 population [cause of death ICD-10 I00-I99]
Rank
(Surrey)
1
2
3
4
5

CCG Name
GUILDFORD AND WAVERLEY CCG
SURREY DOWNS CCG
EAST SURREY CCG
NORTH WEST SURREY CCG
SURREY HEATH CCG

DSR
(2012)
39.03
39.55
43.68
48.09
52.61

CI Lower
30.8
32.52
33.9
40.68
38.5

CI Upper
48.79
47.64
55.39
56.44
70.18
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DSR per 100,000 under 75

Figure 27b: CCG Indicator 1.2: Under 75 mortality rates from cardiovascular disease per
100,000 population [cause of death ICD-10 I00-I99]

U75 age and sex standardised
mortality rate from
cardiovascular disease 2012
80
70
60
50
40
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SURREY
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WAVERLEY
CCG

Figure 28a: CCG Indicator 1.6: Under 75 mortality rates from respiratory disease per 100,000
population [cause of death ICD-10 C00-C97]
Rank
(Surrey)
1
2
3
4
5

CCG Name
SURREY HEATH CCG
SURREY DOWNS CCG
NORTH WEST SURREY CCG
GUILDFORD AND WAVERLEY CCG
EAST SURREY CCG

DSR
(2012)
15.03
16.82
18.94
19.29
29.08

CI Lower
8
12.36
14.38
13.65
21.12

CI Upper
25.7
22.37
24.49
26.48
39.05

Figure 28b: CCG Indicator 1.6: Under 75 mortality rates from respiratory disease per 100,000
population [cause of death ICD-10 C00-C97]

DSR per 100,000 under 75

U75 mortality rate from respiratory
disease 2012
45
40
35
30
25
20
15
10
5
0
EAST SURREY CCG GUILDFORD AND
WAVERLEY CCG

NORTH WEST
SURREY CCG

SURREY DOWNS
CCG

SURREY HEATH
CCG

45

East Surrey CCG Health Profile

July 2014

Figure 29a: CCG Indicator 1.7: Under 75 mortality rates from liver disease per 100,000
population [cause of death ICD-10 K70-77, B15-19, I81, I85, T86.4]
Rank
(Surrey)
1
2
3
4
5

CCG Name
SURREY HEATH CCG
EAST SURREY CCG
SURREY DOWNS CCG
GUILDFORD AND WAVERLEY CCG
NORTH WEST SURREY CCG

DSR
(2012)
4.38
9.39
9.45
10.5
13.44

CI Lower
1.19
5.25
6.23
6.5
9.71

CI Upper
11.23
15.49
13.75
16.06
18.11

Figure 29b: CCG Indicator 1.7: Under 75 mortality rates from liver disease per 100,000
population [cause of death ICD-10 K70-77, B15-19, I81, I85, T86.4]

U75 mortality rate from liver disease
2012
DSR per 100,000 under 75

20
15
10
5
0
NORTH WEST
SURREY CCG

GUILDFORD AND SURREY DOWNS EAST SURREY CCG SURREY HEATH
WAVERLEY CCG
CCG
CCG

Figure 30a: CCG Indicator 1.9: Under 75 mortality rates from cancer per 100,000 population
[cause of death ICD-10 C00-C97]
Rank
(Surrey)
1
2
3
4
5

CCG Name
NHS SURREY DOWNS CCG
NHS SURREY HEATH CCG
NHS GUILDFORD AND WAVERLEY
CCG
NHS EAST SURREY CCG
NHS NORTH WEST SURREY CCG

DSR
(2012)
92.51
94.47

CI Lower
81.62
75

CI Upper
104.45
117.44

101.73
110.22
120.16

88.14
94.34
108.27

116.81
128.01
133
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Figure 30b: CCG Indicator 1.9: Under 75 mortality rates from cancer per 100,000 population
[cause of death ICD-10 C00-C97]

U75 mortality rate from cancer 2012
140

DSR per 100,000 under 75

120
100
80
60
40
20
0
NHS NORTH NHS EAST SURREY NHS GUILDFORD
WEST SURREY
CCG
AND WAVERLEY
CCG
CCG

NHS SURREY
HEATH CCG

NHS SURREY
DOWNS CCG



This shows that relative to the rest of Surrey, East Surrey CCG has the highest under 75
mortality rate for respiratory diseases. Note, that the confidence intervals overlap for all
of these measures, and so the ranks should be interpreted with caution.



The next set of indicators relate to unplanned hospitalisation for chronic ambulatory
care sensitive conditions, and for asthma, diabetes, and epilepsy in under 19s. ‘Chronic
ambulatory care sensitive conditions’ is an aggregate of several conditions that present
with different frequencies, and that vary by age group. The national profile of these
conditions and their relative contribution is provided by HSCIC, and is reproduced below.
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Figure 31: Overview of chronic ambulatory care sensitive conditions, reproduced from the
HSCIC CCG Outcomes Indicators – March 2013 release45

Figure 32a: CCG Indicator 2.6: Unplanned hospitalisation for chronic ambulatory care
sensitive conditions per 100,000 population
Rank
(Surrey)
CCG Name
1
NHS EAST SURREY CCG
2
NHS SURREY DOWNS CCG
NHS GUILDFORD AND WAVERLEY
3
CCG
4
NHS NORTH WEST SURREY CCG
5
NHS SURREY HEATH CCG

DSR
(2012/13)
247
477.8

CI
Lower
224
453.7

CI
Upper
271.6
502.7

DSR
(2011/12)
260.8
509.9

CI
Lower
237.2
485.2

CI
Upper
286
535.6

525.7
596.7
639.3

496
571.5
588.4

556.7
622.7
693.5

486.3
577.8
727.7

457.9
553.1
673.7

515.9
603.4
784.9

45

CCG Outcomes Indicators – March 2013 release. Health and Social Care Information Centre. Available at
http://www.hscic.gov.uk/searchcatalogue?productid=11395&topics=0%2fPublic+health&sort=Relevance&size
th
=10&page=1#top last accessed 24 May 2013
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DSR per 100,000 population

Figure 32b: CCG Indicator 2.6: Unplanned hospitalisation for chronic ambulatory care
sensitive conditions per 100,000 population

Unplanned hospitalisation for chronic
ambulatory care sensitive conditions
2012/13
800
700
600
500
400
300
200
100
0
SURREY HEATH CCG
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SURREY DOWNS CCG EAST SURREY CCG

Figure 33a: CCG Indicator 2.7: Unplanned hospitalisation for asthma, diabetes, and epilepsy
in under 19s per 100,000 population
Rank
(Surrey)
CCG Name
1
NHS SURREY DOWNS CCG
2
NHS SURREY HEATH CCG
NHS GUILDFORD AND
3
WAVERLEY CCG
4
NHS NORTH WEST SURREY CCG
5
NHS EAST SURREY CCG

DSR
(2012/13)
208.3
221.9

CI
Lower
174.6
161.8

CI
Upper
246.7
297

DSR
(2011/12)
211.8
274.7

CI
Lower
177.8
206.8

CI
Upper
250.3
357.6

235.1
273
287.9

192.8
237.9
237.6

284
311.8
345.6

168.4
226.4
344.3

133.1
194.4
289.1

210.3
262.2
406.9
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DSR per 100,000 under 19

Figure 33b: CCG Indicator 2.7: Unplanned hospitalisation for asthma, diabetes, and epilepsy
in under 19s per 100,000 population

Unplanned hospitalisation for
asthma, diabetes and epilepsy in
under 19s 2012/13
400
350
300
250
200
150
100
50
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NHS NORTH
NHS
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NHS SURREY NHS SURREY
HEATH CCG DOWNS CCG



East Surrey CCG has the lowest rates in Surrey for unplanned hospitalisation for chronic
ambulatory care sensitive conditions, significantly so, and the highest in Surrey for
unplanned hospitalisation from asthma, diabetes, and epilepsy in under 19s (with
confidence intervals overlapping with Surrey Heath CCG).



Another key point from this data is that the rate for both indicators has decreased from
2011/12 to 2012/13 although confidence intervals overlap.



The next set of indicators relate to emergency admissions for acute conditions that
should not usually require hospital admission, for children with LRTIs, and for alcohol
related liver disease. ‘Acute conditions that should not usually require hospital
admission’ is another aggregated indicator, comprising several conditions that present
with varying frequencies. The national profile of these conditions and their relative
contribution is provided by HSCIC, and is reproduced below. Significantly, admissions for
almost all conditions nationally have increased markedly from 2003/4 to 2011/12.
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Figure 34: Overview of acute conditions that should not normally require hospital admission,
reproduced from the HSCIC CCG Outcomes Indicators – March 2013 release46

Figure 35a: CCG Indicator 3.1: Emergency admissions for acute conditions that should not
usually require hospital admission per 100,000 population
Rank
(Surrey)
CCG Name
1
NHS EAST SURREY CCG
2
3
4
5

NHS GUILDFORD AND WAVERLEY
CCG
NHS SURREY DOWNS CCG
NHS NORTH WEST SURREY CCG
NHS SURREY HEATH CCG

DSR
(2012/13)
595.5

CI
Lower
559.7

CI
Upper
633.1

762.7
885.9
1054.1
1134

726.2
852.7
1020.5
1065

800.5
920
1088.4
1206.2

DSR
CI
(2011/12) Lower
480.2
448.2
718.3
740.4
968.1
947.5

683.1
710.2
936.1
884.8

46

CCG Outcomes Indicators – March 2013 release. Health and Social Care Information Centre. Available at
http://www.hscic.gov.uk/searchcatalogue?productid=11395&topics=0%2fPublic+health&sort=Relevance&size
th
=10&page=1#top last accessed 24 May 2013
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CI
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513.9
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Figure 35b: CCG Indicator 3.1: Emergency admissions for acute conditions that should not
usually require hospital admission per 100,000 population

DSR per 100,000 population

Emergency admissions for acute
conditions that should not usually
require hospital admission 2012/13
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Figure 36a: CCG Indicator 3.4: Emergency admissions for children with lower respiratory
tract infections per 100,000 children
Rank
(Surrey)
CCG Name
1
NHS NORTH WEST SURREY CCG
2
NHS SURREY HEATH CCG
3
NHS SURREY DOWNS CCG
NHS GUILDFORD AND WAVERLEY
4
CCG
5
NHS EAST SURREY CCG

DSR
(2012/13)
281.7
308.6
338

CI
Lower
245.8
233.6
290.8

CI
DSR
CI
Upper (2011/12) Lower
321.3
240.2
207.4
399.9
233.6
169.6
390.6
273
231.4

CI
Upper
276.8
313.7
319.8

355.9
435.8

298.7
370.7

420.8
509

314.8
500.5

259.1
428.5

211
364.5
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DSR per 100,000 under 19

Figure 36b: CCG Indicator 3.4: Emergency admissions for children with lower respiratory
tract infections per 100,000 children
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Figure 37a: CCG Indicator 1.8: Emergency admissions for alcohol related liver disease per
100,000 population
Rank
(Surrey)
1
2
3
4

CCG Name
NHS EAST SURREY CCG
NHS SURREY HEATH CCG
NHS SURREY DOWNS CCG
NHS NORTH WEST SURREY CCG

NHS GUILDFORD AND WAVERLEY
5
CCG
*= data suppresed due to small numbers

DSR
(2012/13)
10.1
17.3
18.7
23.6

CI
Lower
5.5
9.2
13.6
18.2

*

*

CI
DSR
CI
Upper (2011/12) Lower
*
7.8
3.9
29.6
13.4
6.4
25.1
15.8
11.1
30.1
22.6
17.3
*

11.8

7.2
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CI
Upper
13.9
24.6
21.8
29
18.2
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Figure 37b: CCG Indicator 1.8: Emergency admissions for alcohol related liver disease per
100,000 population
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This data shows that East Surrey CCG has the lowest rate of emergency admissions for
acute conditions that should not usually require hospital admission, significantly so, but
this is increasing, showing a rise from 2011/12 to 2012/13.



The final CCG indicator relates to emergency readmissions within 30 days of discharge
from hospital, and can be seen in fig. 38.

Figure 38a: CCG indicator 3.2: Emergency readmissions within 30 days of discharge from
hospital per 100,000 population
Rank
(Surrey)
1
2
3
4
5

CCG Name
NHS Guildford and Waverley CCG
NHS Surrey Downs CCG
NHS North West Surrey CCG
NHS Surrey Heath CCG
NHS East Surrey CCG

ISR
(2011/12)
10.5
11.47
11.98
12.37
13.06

CI
Lower
10.02
11.04
11.59
11.65
12.52

CI
Upper
10.99
11.9
12.39
13.12
13.62
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Figure 38b: CCG indicator 3.2: Emergency readmissions within 30 days of discharge from
hospital per 100,000 population

ISR per 100,000 population

Emergency readmissions within
30 days of discharge from
hospital 2011-12



16
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This shows that East Surrey CCG has the highest rate of emergency readmissions within
30 days of discharge in Surrey, although confidence intervals overlap with the four
highest CCGs.

4.5.2 Condition specific indicators


Two datasets for mortality by specific condition have been routinely collected: all age
mortality, and premature (under 75) mortality. These two measures correlate well by
area, but provide commissioners with slightly different information:47
o All age mortality is a proxy indicator for lifetime risk behaviours and presents a
case for universal interventions.
o Under 75 mortality is a proxy indicator for avoidable risk behaviours, and
correlates well with the level of deprivation, and therefore presents a case for
targeted interventions.
o Additionally, any gap between under 75 mortality and all age mortality indicates
a need for better planning and delivery of services for older people.



The first indicator relates to mortality for all cancers, COPD, circulatory disease, CHD,
stroke, and suicide, for all age groups and in under 75s.48 The data is pooled data from
2008-2012. ‘Circulatory disease’ is a compound indicator of stroke, hypertension,

47

This advice has been given after discussion with the Surrey Public Health Principal Analyst and the South East
Public Health Observatory Principal Analyst,
48
Source: Local Health. PHE. 2014. Available from: http://www.localhealth.org.uk/#v=map4;l=en [Accessed
16/7/14]
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coronary heart disease, chronic rheumatic heart disease, and heart failure (ICD10 I00I99). Confidence intervals are not included with this data so conclusions drawn should
bear this in mind.
Figure 39a: Mortality (DSR) by condition for all ages in East Surrey CCG 2008-12
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Figure 39b: Mortality (DSR) by condition for under 75s in East Surrey CCG 2008-12
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Figure 39a shows that relative to Surrey, East Surrey CCG had:
o The highest all age mortality rate for circulatory disease and respiratory disease.
o The second highest all age mortality rate for stroke and all cancers.
o The lowest all age mortality rate for CHD.
Figure 39b shows that relative to Surrey, East Surrey CCG had:
o The second highest premature (under 75) mortality rate for all cancers and for
circulatory disease.
The second indicator relates to hospital admissions for the East Surrey CCG population
for cancer, COPD, CHD, diabetes, mental health, emergency admissions, and long term
neurological conditions.49 The hospital admission data is from 2011, and is crude, nonstandardised data, and as such is subject to variation according to the age and sex
profile of the CCG. Additionally, please note that the population denominator for some
of the indicators is ‘people on the disease register’, and so this data is subject to
variation in use of disease registers by practice and by CCG. However, as with previous
data sources, commissioners should make use of this data, with its limitations, in order
to build up a picture of the health profile of the CCG population. Improving diagnosis of
chronic disease and ensuring those with a diagnosed illness are on a disease register
should be priorities in primary care in order to ensure optimal evidence based
management of the local population.

Figure 40: Hospital admissions in the East Surrey CCG population compared with Surrey
(2011)



This data shows that, relative to the rest of Surrey, East Surrey CCG had:
o The lowest crude rate for hospital admissions for CHD50.

49

Source: East Surrey CCG Local Area Profile, available at
th
http://www.surreyi.gov.uk/DrillDownProfile.aspx?rt=52&rid=297262&pid=31 last accessed 24 May 2013,
using data from NHS Comparators
50
Emergency admissions as defined by admission method code includes admissions through A&E, GP, Bed
bureau, consultant clinic or other means (admitted from A&E of another provider where the patient had not
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o The highest crude rate of hospital admissions for mental health, long term
neurological conditions and emergency admissions.


Tandridge and Reigate and Banstead registered over 4,200 emergency ambulance calls
for falls during April to December 2010-1151. The rates of emergency hospital admissions
for fractured neck of femur for those aged 65+ in 2010-11 were higher than the national
rate for both boroughs (figure 41).

Age and sex standardised rate per 100,000
65+

Figure 41: Rate of emergency hospital admissions for fractured neck of femur (65+) 20101152
900
800
700
600
500
400
300
200
100
0

been admitted, transfer of an admitted patient from another provider in an emergency and a baby born at
home as intended). See
http://www.datadictionary.nhs.uk/data_dictionary/attributes/a/add/admission_method_de.asp?query=admis
sion method&rank=100&shownav=1
51
JSNA Falls chapter. Available from:
http://www.surreyi.gov.uk/ViewPage1.aspx?C=resource&ResourceID=724 [Accessed 13/8/13]
52
Source: Tandridge and Reigate and Banstead Local Authority Health Profiles 2012, available at
th
http://www.apho.org.uk/default.aspx?QN=HP_METADATA&AreaID=50591 last accessed 24 May 2013
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4.6 Conclusions


The headline conclusion of the data on risk factors and specific conditions is that
commissioners should have regard to improving morbidity, mortality, and unplanned
admissions through:
o Early identification and management of risk factors such as smoking, alcohol,
diet, obesity, and exercise through supported behaviour change programmes
and appropriate follow-up. In this area both well-established and locally
innovative approaches should be combined to tackle the low levels of exercise
and healthy eating, and the stubbornly fixed levels of tobacco and harmful
alcohol use. Attention should be given to ‘making every contact count’, which
includes opportunistic work in primary care, structured programmes in
secondary care, e.g. in A&E and the use of in-hospital behaviour change
programmes, and further innovative approaches.53
o Prompt diagnosis and effective management of long-term conditions with
treatment based on evidence-based guidelines, and support from secondary care
specialists where appropriate for patients with multiple conditions and comorbidities for whom clear guidance is not available.
o Improving the quality of care received by people whether at home or in
residential care, through better integration with social care, appropriate
provision of home visits, and appropriate patient education programmes (which
may include the use of m-health and telehealth, either as pilots or where
supported by evidence of effectiveness).



All of the local data should be interpreted in the context of the UK findings with regard
to the biggest killers and biggest causes of disability in the country, that is to say:
o IHD, lung cancer, stroke, COPD, and LRTIs are the biggest killers nationally.
o The fastest growing causes of mortality over the last 20 years are drug use
disorders (577% growth), Alzheimer’s disease (137% growth) and cirrhosis (65%
growth), reflecting the growing importance of behavioural risk factors.
o Musculoskeletal disorders (31.5% of DALYs) and mental and behavioural
disorders (21.5% of DALYs) are the biggest causes of disability nationally.
o The largest single risk factor is smoking (accounting for 11.8% of DALYs), and
though all dietary and exercise components together are more significant
(causing 14.3% of DALYs), hypertension (9.0% of DALYs) and obesity (8.6% of
DALYs) are also significant modifiable risk factors.

53

See, for example, a scheme launching at the Royal Free Hospital in 2013:
http://www.kingsfund.org.uk/sites/files/kf/jason-strelitz-lucy-gate-well-at-the-free-poster-mar13.pdf last
accessed 28th May 2013
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o Therefore, the aforementioned diseases and risk factors should form priority
areas for commissioning services to address the largest burden of disease, whilst
making appropriate adjustments in light of local data.


With regard to the prevalence of specific conditions:
o The 5 most prevalent specific conditions in East Surrey CCG, as tracked by the
QoF database, are hypertension, depression, obesity, asthma, and
hypothyroidism. However, modelled estimates of diseases indicate that many
specific conditions are under diagnosed, particularly hypertension, CHD, COPD,
diabetes and dementia. Given the importance of early diagnosis and
management of these conditions, commissioners should have regard to
programmes that will increase the timely diagnosis of these conditions, and
ensure management in line with evidence-based guidance.
o The specific conditions that have been highlighted as more prevalent in East
Surrey CCG than the Surrey average should be prioritised as areas to ensure that
treatment is in line with the best evidence, given the higher relative burden of
disease. These conditions are: obesity, hypothyroidism and CHD.54
o The recommended diagnosis rate for chlamydia is at least 2,300 per 100,000 1524 year olds. Both Tandridge and Reigate and Banstead have rates below this.



With regard to the prevalence of behavioural risk factors:
o Commissioners should have particular regard to tackling the persistent levels of
smoking, which whilst lower than the national average, remains the biggest killer
in the local population. Notably, levels are much higher in deprived pockets and
among different socio-economic groups.
o Levels of healthy eating and recommended levels of exercise are also very low,
with less than a third of adults in Tandridge and Reigate and Banstead boroughs
eating healthily, over a fifth of adults obese, and more than 7 in 10 adults not
physically active.
o In addition to what has been said above, commissioners should have particular
regard to the rapidly increasing rates of alcohol-related admissions in the area,
and the likely high level of ‘hidden’ burden of harmful alcohol use in working age
and older adults in Surrey. This should be seen in the national context of the
rapidly rising mortality from cirrhosis. Again, making every contact count will be
key in addressing this issue.
o With regard to immunisations, commissioners should work together with public
health colleagues in the NHS England Area Teams (ATs) to increase uptake of
primary immunisations. Particular attention should be given to MMR in light of

54

See, for example, http://groupawards.bmj.com/winners-announced#Renal Medicine Team of the Year last
th
accessed 28 May 2013
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the recent measles outbreak(s), pertussis, and also immunisations in older
people to reduce excess winter mortality and hospital admissions.



With regard to the CCG indicators for unplanned hospitalisation:55
o Commissioners should note that relative to other Surrey CCGs, East Surrey CCG
had:
o East Surrey CCG has the lowest rates in Surrey for unplanned
hospitalisation for chronic ambulatory care sensitive conditions but the
highest in Surrey for unplanned hospitalisation from asthma, diabetes,
and epilepsy in under 19s (with confidence intervals overlapping with
Surrey Heath CCG).
o The rate for both indicators has decreased from 2011/12 to 2012/13
although confidence intervals overlap
o East Surrey has the highest rate of emergency admission for alcohol
related liver disease.
o East Surrey also has the highest rate of emergency readmissions within 30
days of discharge in Surrey.
o Where rates are increasing and also to maintain low rates, a need for improved
community management for these conditions is indicated. This can be achieved
by ensuring compliance with evidence-based guidelines, support from specialist
consultants and nurses in secondary care where appropriate, and improved
support in the community, through home visits and patient education
programmes. There is also a role for improved out of hours primary care and
improved integration with social care in reducing admissions from acute
conditions that shouldn’t require admission, e.g. UTIs, LRTIs, and cellulitis.



Commissioners should note that relative to Surrey, East Surrey CCG had:
o The highest rate of potential years of life lost to causes considered amenable to
healthcare for men.
o The second highest premature (under 75) mortality rate for all cancers and for
circulatory disease.
o The highest all age mortality rate for circulatory disease and respiratory disease.
o The second highest all age mortality rate for stroke and all cancers.
o The lowest all age mortality rate for CHD.



This should provide commissioners with more specific areas to focus service
improvement within the context of the CCG indicator data above.

55

Conclusions are presented here in relation to point estimates, but please refer to the chapter for further
details on indicators where confidence intervals overlap, and so where these findings should be interpreted
with caution.

61

July 2014

East Surrey CCG Health Profile

5. Programme budgeting spend and outcomes
5.1 Data


The final section looks at programme budgeting data, which is a well-established
technique for assessing investment in health programmes rather than services. NHS
England has commissioned PHE Knowledge and Intelligence Team (Northern and
Yorkshire) to produce a factsheet for each CCG, and the data from the East Surrey CCG
factsheet is reproduced here.56

Figure 41: Spend and outcome for NHS East Surrey CCG relative to other CCGs in England
(2011/12) reproduced from NHS East Surrey CCG factsheet

56

Source: Public Health England Knowledge and Intelligence Team Spend and outcome factsheet 2011/12 for
NHS East Surrey CCG, available at http://www.yhpho.org.uk/quad/ccgs112/09L_PB1112%20Profile.pdf last
th
accessed 28 May 2013

62

July 2014

East Surrey CCG Health Profile



The guidance for interpreting figure 41 is as follows:
o Each dot on the chart represents a programme budget category, with the three
largest programmes nationally (mental health, circulatory diseases, and cancer,
represented by larger dots).
o A z score measures the distance of a value from the average in units of standard
deviations.
o A programme lying outside the solid +/- 2z scores box may indicate the need to
investigate further (review spend if lies to the left or right, review outcome if lies
outside the top or bottom, review both spend and outcome if lies on the
corners).
o Programmes lying outside the dotted +/- 1z scores box may also warrant further
exploration.



The key findings are:
o NHS East Surrey CCG’s highest spend areas, excluding miscellaneous and
GMS/PMS, are £196 per head per year on mental health, £144 on circulation,
and £134 on cancers and tumours.
o NHS East Surrey CCG has no outliers (greater than 2 z scores) in terms of spend
while it has good outcomes for infectious disease.
o Attention should be given to the ‘Healthy Individuals’ and ‘Musculoskeletal’
outcomes, which are greater than 1 z score below the mean (i.e. worse outcomes
than the national average).



The spend has also been compared with the ONS cluster in which NHS East Surrey CCG
sits, which is the Prospering Southern England cluster, and the data shows that for most
programme areas, the spend is roughly the same as the ONS cluster, with variation as
shown in fig. 42.
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Figure 42: Spend per head for NHS East Surrey CCG compared with the Prospering Southern
England ONS cluster reproduced from NHS East Surrey CCG factsheet
[Note: guidance states that where, as here, miscellaneous spend is large, it may give a less
accurate picture of spend on each programme, and CCGs may wish to take steps to reduce
the amount of miscellaneous spend in their programme budget return]



The final tool provided is a spine chart that shows variation in spend and outcomes
compared to similar CCGs, the Strategic Health Authority (SHA) and England, and allows
instant visual identification of programmes which may benefit from further review, and
is reproduced in fig. 43.
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Figure 43: Variation in spend and outcomes between NHS East Surrey CCG, Prospering
Southern England cluster, and SHA, reproduced from NHS East Surrey CCG factsheet
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The two areas that this spine chart highlights as in need of attention:
o Patients with CHD whose last blood pressure was less than 150/90
o Patient reported outcome measure for health gains after hip surgery.

Figure 44: Estimates of spend for the East Surrey CCG 2011-12.

Estimates of spend in each of the 10 highest spend programme budgeting categories can be
made for 2011-12 using the spend per head outlined above and information from the
programme budgeting benchmarking tool57.

57

NHS programme budgeting benchmarking tool available from: http://www.networks.nhs.uk/nhsnetworks/health-investment-network/news/2011-12-programme-budgeting-data-now-available.
Populations for the CCGs derived from NHS comparators and the proportion of the Surrey population within
the CCG applied to the unified weighted population for Surrey PCT, and multiplied by the spend per head for
programme categories. Number and costs for total and emergency admissions from NHS comparators.
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5.2 Conclusions
Programme budgeting data should be used cautiously, and should only be seen as one
component of the larger picture provided by the rest of the health profile. In this regard, it
should always be kept in mind that the health of the population and quality outcomes
should be the focus of commissioner’s decisions, and not crude measures of
outcome/spend alone. Furthermore, the data should be interpreted cautiously because of
the large spend per head on ‘miscellaneous’, which impacts the ability to interpret spending
in other areas.
With this in mind, the key findings of the programme budgeting analysis for East Surrey
CCG are:
 The highest spend areas, are £196 per head per year on mental health, £144 on
circulation, and £134 on cancers and tumours.


There are no outlier areas of spend.



Attention should be given to the ‘Healthy Individuals’ and ‘Musculoskeletal’ outcomes,
which are less than 2 z scores but greater than 1 z score below the mean (i.e. worse
outcomes than the national average).



East Surrey CCG spends approximately the same amount as the Prospering Southern
England average for most programme areas, but has a larger ‘Miscellaneous’
programme budget, making comparisons less accurate. This is an area for
commissioners to work on.



This dataset also indicates that East Surrey CCG has a ‘worse outcome’ on patients with
CHD whose last blood pressure was less than 150/90 and patient reported measures of
health gain after hip surgery. These are areas which may warrant attention.
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6. Further information












Surrey JSNA available from:
http://www.surreyi.gov.uk/grouppage.aspx?groupid=36&cookieCheck=true
Surrey-i available from: http://www.surreyi.gov.uk/mainmenu.aspx
JSNA East Surrey CCG summary profile available from:
http://www.surreyi.gov.uk/DrillDownProfile.aspx?rt=52&rid=297262&pid=31
NHS Health and Social Care Information Centre available from:
http://www.hscic.gov.uk/
NHS Indicator Portal available from: https://indicators.ic.nhs.uk/webview/
NHS England East Surrey CCG Commissioning Support Packs available from:
http://www.england.nhs.uk/wp-content/uploads/2012/12/ccg-pack-09l.pdf
PHE England Spend and Outcome (SPOT) tool available from:
http://www.yhpho.org.uk/default.aspx?RID=49488
Quality and Outcomes Framework Data available from:
http://www.hscic.gov.uk/article/2021/Website-Search?q=qof&area=both
APHO health profiles available from:
http://www.apho.org.uk/?QN=P_HEALTH_PROFILES
NHS comparators available from:
https://www.nhscomparators.nhs.uk/NHSComparators/Login.aspx
POPPI/PANSI databases available from: http://www.poppi.org.uk/
http://www.pansi.org.uk/






GP practice profiles available from: http://www.apho.org.uk/pracprof/
Local Health available from: http://www.localhealth.org.uk/#v=map9;l=en
Merstham Priority Place Health Needs Assessment 2011 available from:
http://www.surreyi.gov.uk/Resource.aspx?ResourceID=461
APHO Disease prevalence models available from:
http://www.apho.org.uk/DISEASEPREVALENCEMODELS

Contact: Jon Walker jon.walker@surreycc.gov.uk
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